Because venereal diseases are almost invariably contracted during coitus, treatment of the sexual partner is necessary. The possibility of an extramaritally acquired infection being passed on to the spouse must always be borne in mind, and tact is needed in dealing with this possibility effectively while respecting the confidentiality of the patient.
Where syphilis is common, the possibility of congenital infection should be remembered, and its effects forestalled as far as possible by reagin testing of women at antenatal clinics. When latent or manifest late syphilis is found in a father or mother, the children should be examined for congenital syphilis.
Patients undergoing treatment for venereal disease should be urged to forego intercourse until completion of treatment.
In some areas where venereal disease is particularly rife, and where it stems largely from organized harlotry, mass treatment of brothel staff may help to contain the situation.
The adoption by the physician of a righteous or punitive attitude does nothing to stop the spread of venereal disease. Quite the contrary, for patients expecting harangues and homilies are less likely to present themselves early for treatment, and so contribute to further spread of the infection in the community.
Gonorrhoea
Although the gonococcus has developed increased resistance to penicillin over the last 20 years, most strains remain sufficiently sensitive to penicillin for this still to be the treatment of choice. The optimum dose and methods of administration will depend on the sensitivity of the local strain. In the absence of local knowledge, a dose of 2-4 megaunits of procaine penicillin intramuscularly given half to one hour after I g of probenecid by mouth will cure most cases of gonococcalurethritis in men. In women, the infection is more difficult to eradicate, and it is wise to continue treatment for three days. Failure after these high-dose penicillin regimes implies a high degree of penicillin VENEREAL DISEASES I 189 resistance, such as that found in parts of S.E. Asia, provided the diagnosis is correct. It is easy to assume that all purulent urethral discharges are gonococcal in origin, but this is not so: non-specific urethritis may produce an identical clinical picture, distinguished only by a smear negative for gonococci and failure to respond to penicillin.
Complications of gonorrhoea such as epididymitis, salpingitis, and arthritis, and the graver complications of peritonitis and septicaemia, should be treated with high-dose penicillin for seven to ten days. It is best to give soluble penicillin at least initially. A suitable starting dose would be 2 megaunits six-hourly for two days, followed by procaine penicillin 2.4 megaunits daily until completion of the course.
Gonococcal ophthalmia of the newborn responds to a single injection of benzylpenicillin 100,000 units combined with the instillation of penicillin eye drops (10,000 units/ml) every four hours for 24 hours.
When the gonococcus is resistant to penicillin, or when penicillin cannot be tolerated by the patient, there are many alternative forms of effectivetreatment available.
Single-dose alternatives effective in many areas include: kanamycin 2 g (by injection) and rifampicin 900 mg (by mouth).
Multiple-dose cure of resistant gonococci has been achieved with co-trimoxazole (Septrin, Bactrim), four tablets daily for five days, and tetracycline, 500 mg four times daily for two to four days, although tetracycline resistance may accompany penicillin resistance.
Kanamycin, rifampicin, and co-trirnoxazole share the advantage of not being active against treponemes, and their use is therefore free of the danger of masking syphilis.
The patient who frequently "relapses" after a full course of treatment is often merely reinfected, and this possibility should be explored in such cases. Threats to emasculate venereal recidivists have proved uniformly unrewarding, but advice on sexual hygiene and personal prophylaxis may sometimes help.
One of the most important causes of treatment failure is wrong diagnosis.
Non-gonococcal urethritis
The appropriate treatment for this condition depends on correct identification of the cause, for there are several.
Where the cause is Trichomonas vaginalis, treatment is metronidazole (Flagyl, M and B) 200 mg thrice daily for seven days. The partner must always be treated concurrently.
Non-specific urethritis in men in whom no organisms are found commonly responds to tetracyclines, such as oxytetracycline 250 mg six-hourly for one week. In most of these patients the cause is probably a Mycoplasma (PPLO, pleuropneumonialike organism) or a virus of the Trachoma-Inclusion Conjunctivitis group.
When non-gonococcal urethritis accompanies arthritis and ocular lesions (usually conjunctivitis), the condition is called Reiter's disease. Treatment is far from satisfactory, but tetracyclines and anti-inflammatory agents are of use: a seven-to ten-day course of tetracycline being followed by prolonged treatment with soluble aspirin, phenylbutazone, or indomethacin. In those with severe joint involvement, it may be necessary to give small doses of corticosteroids to provide relief. These are best given in short courses with rapid tapering-off of dosage to prevent steroid dependence developing.
Syphilis
Fortunately, Treponema pallidum has not developed resistance to penicillin, and it remains highly sensitive. The object in treating syphilis is to maintain a low or moderate penicillin level in the tissues over a fairly long period, in keeping with the slow rate of multiplication of the organism. The technique of penicillin use is therefore quite different from that with gonorrhoea, for which a high concentration over a short time is the aim.
For primary and secondary infections, 600,000 units of aqueous procaine penicillin intramuscularly daily for 10 days gives excellent results. These results can usually be equalled by giving a single intramuscular dose of 2-4 megaunits of benzathine penicillin, and the use of this long-acting preparation has obvious advantages in the tropics. About 95% of patients so treated will be seronegative (to reagin tests such as the Wasserman and Kahn) two years later. Patients who remain reagin positive three months after completion of initial treatment should be retreated.
Late syphilis, either latent or manifest, requires more prolonged treatment to achieve eradication of the infection. A total dose of at least 12 megaunits of penicillin is needed, spread over several weeks. This can be achieved with aqueous procaine penicillin, 1.2 megaunits daily for 15 days; PAM (procaine penicillin with aluminium monostearate in oil) 1.2 megaunits twice weekly for six weeks; or benzathine Tropical Doctor, October I973 penicillin 2.4 megaunits weekly for six weeks. The choice of regime used will often depend on practicability. There are some venereologists who recommend repeating this course of treatment after an interval of three months, a counsel of perfection unrealistic in most tropical settings. Reagin tests commonly remain positive in patients with late syphilis no matter how vigorous therapy has been, and persistently positive tests alone do not indicate the need for further treatment in these patients.
In primary and secondary syphilis where penicillin sensitivity prevents its use, the best alternative is probably erythromycin, 500 mg six-hourly for [15] [16] [17] [18] [19] [20] days. The stearate salt should be used, as the estolate may cause hepatitis.
Where penicillin allergy exists in patients with late syphilis, desensitization is probably the best policy, rather than placing reliance on drugs of lesser effectiveness.
The Jarisch-Herxheimer reaction, an aggravation of the symptoms of syphilis following administration of penicillin or any other powerful antisyphilitic drug, is common. It may occur in as many as half of all patients with primary or secondary syphilis, or general paralysis of the insane (GPI), and 25% of those with other forms of late syphilis. Most often it is mild, taking the form offever and malaise, headaches, aches and pains in the muscles and joints, and increased prominence of any skin lesions that may be already present. It usually subsides spontaneously within a day or two, and symptomatic treatment with aspirin is usually all that is necessary. It is as well to warn the patient of the possibility of reaction, to prevent undue alarm. In the rare cases when serious reactions occur, invariably in late syphilis (cerebrovascular or coronary occlusion, convulsions, sudden deterioration ofneurological condition in neurolues), quick-acting corticosteroids such as hydrocortisone hemisuccinate 200 mg intravenously have been claimed to give relief. Reactions cannot be prevented by starting treatment with small doses of penicillin; but in those particularly prone to severe reaction, such as patients with GPI, some venereologists prefer to give a few weekly intramuscular injections of bismuth (injection of bismuth, BPC, 0.2-0.3 g) before starting penicillin, or a day or two of oral corticosteroids. In many parts of the tropics, the Jarisch-Herxheimer reaction is of academic interest only, and subtleties of treatment such as these are of no clinical importance.
Lymphogranuloma venereum
This disease most commonly presents as a inguinal gland enlargement -a bubo -in the male. The acute infection responds to either a sulphonamide or a tetracycline, in normal doses for seven to 14 days. Although tetracyclines are more effective, they are more expensive than sulphonamides and may mask concurrent syphilis. When a bubo becomes fluctuanteither because of late presentation or lack of response to medical treatment -it should be aspirated through a wide-bore needle and syringe. Aspiration should be carried out with strict asepsis and repeated aspiration may be necessary. If the bubo is allowed to discharge spontaneously, or ifit is opened by surgical incision and left to drain, a chronic discharging sinus will probably form. This will not only cause prolonged discomfort to the patient, but, if secondarily infected, may lead to sufficient damage to the lymphatic system to cause lymphoedema of the leg or external genitalia, and eventual elephantiasis.
In women with rectal stricture due to the disease, tetracycline should be given also, but the stricture will require local treatment: either dilating by slow and gentle stages or corrective surgery. Forceful dilation may cause severe damage.
Granuloma inguinale
Although streptomycin is active in this infection, and used to be recommended as the drug of choice, it has three major disadvantages: it requires four injections a day for five to 15 days, so a hospital bed is needed; it is expensive (£1.50-£4.50) and in the recommended dose of 4 g daily, the possibility of vestibular damage is real. Tetracyclines are as effective, they are cheaper (£0.96-£1.20) and because they are taken by mouth, treatment may be given to out-patients. They are less toxic than streptomycin in the dosage used (500 mg six-hourly for 12-15 days) and their only disadvantage is that they may mask syphilis. In the doses used, however, they would be more likely to cure syphilis than merely mask it.
News and Notes
The severe cicatricial or hypertrophic complications of this disease may require surgical correction, especially in women.
Chancroid
This responds to sulphonamides, given for five to 10 days in normal doses, supplemented if necessary by aspiration offluctuant glands as in the case ofLymphogranuloma venereum. The causal organism also responds to several antibiotics, including tetracycline, erythromycin and chloramphenicol, 250 mg sixhourly for five days. Streptomycin 3 g daily for the same length of time is also effective. Of these, one of the tetracyclines would provide the best option, taking cost, effectiveness, and toxicity into account.
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